| ORG ANIZ ATIONAL LE VEL
Specific initiatives made on the organizational level were implemented (Table 1) . This was the case in the establishment of new clinics such as After Birth Clinic (ABC) together with specialized training of staff at existing clinics for example the Family Department. The initiatives made at the organizational level were based on the following two principles:
1. Improved coordination along the clinical pathway and across organizational boundaries. This was manifested in the establishment of several initiatives such as fast track admissions, discharge routines throughout the day, and care site relocation since new units for women care were established. Additionally, new clinical procedures were made with improved outpatient care and alternative information channels for the women such as telephone hotlines.
Combined functions across professional boundaries, utilizing
competencies across teams and hiring more first-line managers.
A higher degree of collaboration between especially nurses and midwifes increased the basic competency level of the staff.
Each staff member performed more diverse tasks, and the organization became more flexible and less vulnerable to variations in patient flow. Moreover, experienced midwifes and nurses acted as coordinators and supervisors in several subdivisions of the department resulting in a decreased need for assessments by doctors.
| PATIENT PATHWAYS
Patient pathways were critically reviewed step by step and in this process, we identified 16 obstetrical pathways to consider in our efforts to reduce the number of beds ( Table 2) . Changes in clinical practice were introduced in order to reduce the amount of women who need to be hospitalized compared to the level in 2013.
Below we describe some of the new pathways in more detail. 
Key Message
By challenging traditions at the organization level as well as in patient pathways, it was possible to reduce the number of beds at the Department of Obstetrics, Aarhus University Hospital.
TA B L E 1 Changes at the organizational level

After birth clinic
We established an After Birth Clinic with highly specialized staff and opening hours from 8 am until 11 pm. The After Birth Clinic contacts the primary care sector and the municipality when appropriate. 1. Midwives conduct follow-up visits 48 h postpartum including postnatal hearing tests and neonatal screening for genetic disorders. 2. Nurses handle problems with breastfeeding and wound examination, etc.
A telephone hotline open for the women all day.
Obstetrical inpatient ward
We established an Obstetrical Inpatient Ward staffed with midwives from the Emergency Obstetrical Unit.
Family department
We upgraded the patient hotel with 10 beds to a Family Department with 12 beds. The Family Department was staffed with nurses from the After Birth Clinic, which allowed for extended care to be provided in this unit: intravenous antibiotic treatment for newborns, and observation after instrumental delivery and post partum bleeding up to 1500 mL.
Home monitoring
We developed a tele-health solution through research with external partners, allowing measurement of blood pressure, CRP, temperature, cardiotocography and a questionnaire for premonitory symptoms. The women send their data daily to the department.
Group B Streptococcus -PCR intrapartum test
We established a GBS-PCR platform in order to reduce the need for antibiotics and observation under admission in case of delivery later than 18 h after premature rupture of membranes.
Home management
We introduced the home management of newborns with warm mattresses and apparatus for light treatment of hyperbilirubinemia.
Network meeting
We developed network meetings at home for the vulnerable pregnant. An acute team-function is to conduct network meetings concerning the family in their own home or at the family wing of the Pediatric Department.
Fast track after cesarean section
We introduced a clinic with the focus of optimal pain relief based on non-steroid anti-inflammatory drugs (NSAID). The mother and her newborn are released typically 1 d after the delivery. 
| D ISCUSS I ON
We demonstrated that it was possible to reduce the number of beds at an obstetrical department by challenging traditions in order to implement changes at the organizational level as well as in patient pathways.
We believe that the process by which such initiatives are implemented is crucial. We chose to involve staff members from different professions early in the process, which included specific teamwork groups and an iterative approach to idea generation and development.
A great amount of new ideas for optimizing the patient pathways were discussed in this large-scale set-up. The multi-disciplinary team approach facilitated improved collaboration across the different clinics and allowed for a common understanding of the care for the women in the whole department to emerge. Additionally, the team work process helped to optimize the role of the staff in order to streamline the clinic and educate the women properly before discharge.
When it comes to external validity, it is important to remember that the changes were conducted at a highly specialized department with 5000 deliveries per year, where most of the women live within reach of one hour. This is especially relevant in relation to the home monitoring and the ABC since it is easy to visit the department if necessary. However, we believe that changes can be made with the use of the same fundamental tools in other settings.
This has been an extensive change process that has involved all levels of our department and has been a great learning experience.
If we should do it all over again, we would consider a further step to also involve the women more actively in the initial process. This is because we have found that a process that includes diverse perspectives on clinical care can drive extensive improvements. We believe that the women's perspective will allow us to individualize our patient pathways to a greater extent. The reduction of saved beds calculated from Table 2 is 19. However, several women are included in more than one category. Therefore, the actual reduction of beds was only 11. CRP, C-reactive protein; FD, family department. a The incidences are an average value, based on local data and qualified estimates at the department. b Different grades of sphincter rupture (3A and 3B). c Based on risk stratification. d Children that do not have their first feeding within 2 h after birth. e Before week 34.
TA B L E 2 (Continued)
